Responses to illness -implications for the clinician Yudkin ! was amongst the first to draw attention to the observation that patients rarely consult their doctors simply because they have a disease, or even merely because they have symptoms. In his series of 'Six children with coughs' maternal anxiety about asthma or tuberculosis had prompted consultations for two of the children, pressure from her mother-inlaw had led one mother to consult, another mother was anxious about her child's eating habits, and two were hoping to enlist the doctor's aid in arranging a convalescent holiday or in keeping the child from school. All of the children were attending a paediatric outpatient clinic, but similar reasons for consulting may be identified during any general practitioner's surgery.
In 1954 KOOS2 reported a massive study of ideas about health and of behaviour during illness in over 500 families. Each family was interviewed on 16 occasions over a 4-year period. He showed that individuals' consulting and illness-related behaviours are a product of their opinions and attitudes, or health beliefs, and that these vary between different social groups.
A number of subsequent studies have confirmed Koos's findings. For example, Robinson" studied 20 families in South Wales. Each family was visited and interviewed several times, and each wife/mother filled out a health diary for the whole family over a 4-week period. Illness behaviour in these families appeared to represent the outcome of balancing the short-term and long-term, physiological and social gains and costs perceived for each action or non-action. Thus, illness behaviour was informed by health beliefs, and was rational in the light of these. It follows that illness behaviour which appears irrational to a doctor is the result of incongruities between the doctor's professional beliefs and the lay beliefs of his or her patient.
What is the origin oflay health beliefs? Ultimately they must be imbedded in the individual's world view, which is a synthesis of ideas learned from others and of the individual's own experiences. During the 10th century, when elves still lived in men's thoughts, the Anglo-Saxon physician Bald described elf-shot as a cause of disease. More recently, in an American study of health beliefs, a boy with eczema explained that his 'skin itched because of allergies which caused a build-up of chemicals and pollens under the surface of [his] skin until [he] scratched them away". The child is clearly attempting to understand his experiences in the light of the beliefs that he has learned from others, including his doctors.
Less anecdotally, Blaxters interviewed 46 women in Aberdeen concerning their attitudes and beliefs about health and sickness. She found sophisticated models of causality, clearly rooted in the women's experiences even if at variance with the current professional medical model. Blaxter concluded that 'These women's beliefs about cause could be demonstrated to have a direct effect on their helpseeking behaviour ... there are many examples of the women worrying over symptoms, consulting again and again, because <although they had been given a diagnosis) they had not been given a cause or at least one which they found acceptable.' This clearly illustrates the importance to the clinician of understanding his or her patient's health beliefs and anxieties before attempting to modify these by, for example, offering a diagnosis.
Along with beliefs and anxieties about his or her illness, a patient comes to the consultation with certain expectations of the doctor. These too are rooted in the patient's beliefs and previous experiences, particularly previous experiences of 0141·0768/90/ 040205-03/$02.00/0 © 1990 The Royal Society of Medicine medical care. These expectations may be congruous with the doctor's behaviour during the consultation, particularly if the patient and doctor know each other well professionally. They may then be met without explicit exploration. An example might be a woman attending for antenatal care: she expects the doctor to measure her blood pressure because that is what has happened at previous antenatal visits. However, a patient may have expectations which are not met. It is obvious that the doctor cannot meet these expectations, or explain their inappropriateness, unless he or she first discovers them.
Unmet expectations are not uncommon. Cartwright and Anderson" interviewed 583 adults who had consulted their general practitioners at least once during the previous 12 months. Sixty-seven (11%) said that there had been at least one occasion when they felt that the doctor might have done a more thorough examination. On the other hand, the doctor may assume that the patient has expectations which are not, in fact, present. Amongst those interviewees who had consulted their doctors during the preceding two weeks, Cartwright and Anderson noted that 41% said they had hoped for or expected a prescription or some medicine, but that two-thirds had received one. The prescriptions may well have been necessary in the opinions of their doctors, but their issue apparently exceeded the expectations of the patients.
It is important to deal with patients' expectations, either meeting them or educating the patient appropriately. In a comprehensive review and metaanalysis, Ley? has demonstrated that patients are more likely to report satisfaction with the consultation if their expectations have been dealt with by the doctor, and that satisfaction with the consultation is an important determinant of compliance with the doctor's advice.
A particular expectation of many patients is that of receiving a diagnosis". When offering one the importance of explaining medical concepts and jargon is well known. The study by Blaxter" described above has illustrated that this explanation must also be rooted in an awareness of the patient's health beliefs. If the doctor is unable or does not wish to provide a diagnosis, the patient who expects one is not likely to be satisfied unless the doctor deals explicitly with this expectation". For example, 'I wish I could tell you exactly what is wrong right now, but I won't know myself until I have the results of your tests. Then I will know the diagnosis, and will be able to explain this to you.' It is clear from the studies reviewed so far that patients consult for various reasons, but that the route to understanding these is to understand the patient's health beliefs, anxieties and expectations. Failure to do so may leave the patient and doctor with nothing worse than a vague feeling of dissatisfaction, but may result in the doctor completely missing the point of the patient's request for help. At best the consultation has then been a waste of time for both doctor and patient. Byrne and Long'' described a series of 37 'dysfunctional' consultations recorded in general practice. They proposed a useful model of the consultation in which both the patient and the doctor have goals which they wish to achieve. One of the doctor's tasks is to recognize the patient's goals, and then to agree with the patient a set of shared goals. One common feature of all the dysfunctional consultations was that the doctor apparently failed to comprehend the patient's goals, so that many of the statements or questions made by the doctor bore no relationship to the apparent responses made by the patient, and vice versa.
If the doctor is not sure that he or she has identified the patient's goals in consulting, then the simplest stratagem is of course to check with the patient. For example, "Before we deal with this headache, is there anything else you would like me to help you with?"
People with symptoms often discuss them with a friend or relative, so that most patients who consult their family doctor have first discussed their symptoms elsewhere. Elliot-Binns'? reported that of 500 patients who consulted him with a new symptom, 259 had also consulted a friend, 217 a spouse, and 220 another relative. A number had consulted the local pharmacist or a nurse, and 85 had consulted a magazine or book. The importance of these observations is that patients may develop their health beliefs, their anxieties and their expectations as a result of the ideas and suggestions offered by others. A convenient way of eliciting such ideas from the patient may be first to enquire about his or her informal consultations. Similarly, the reason for a patient's decision to consult a doctor may not become clear until it is realized that the request came at the instigation of a friend or relative.
In the study just described, Elliot-Binns reported that 55% of his patients had taken some medication before they consulted him. Similar behaviour has been reported elsewhere. Cunningham-Burley and Irvine!' undertook a detailed study of the care that 52 women in a Scottish town provided for their children. The investigators concluded that 'Contacting a health professional was seldom a first response to recognizing a symptom unless this was the result of an accident. On the whole, contacting a general practitioner took place after the mother had given the child a range of home treatment but the symptoms either had not begun to clear or had worsened. ' Thus, many patients have taken some medication before consulting their family doctor. Many patients attending hospital will also have taken some medication in the recent past, in addition to any that they may have been prescribed. The implications for diagnosis and for treatment by the doctor are well known. However, self medication by the patient is worth discussing in its own right during the consultation. Without guidance the patient may not be clear whether or not to continue his or her self prescription along with any treatment advised by the doctor, or whether similar medication would be appropriate during future episodes of illness.
Self care during illness includes activities other than taking medications. Many such actions, such as getting an early night or taking extra fluids are harmless. Some are less so. Wikinson, Darby and Mant reported a quantitative study of the risks of self care and self medication-e. A panel of six experienced general practitioners evaluated the recent self care actions of 340 adults. The panel assessed these actions as 'inappropriate, not harmful' for 11% of symptoms, and as 'inappropriate, harmful' for 2% of symptoms. Although these percentages are not large, it may be in the patient's interest to consider all aspects of self care, not just self medication, during the consultation.
At medical school students are taught to take a comprehensive history from the patient. Practising clinicians soon learn to focus on the relevant aspects of the patient's experiences. The research described above illustrates that it is equally important to discover during every consultation, both in hospital and in general practice: -the patient's relevant health beliefs, especially those concerning causality -the patient's fears and anxieties about his or her illness -the patient's expectations of the consultation, which will often include that of being given a diagnosis -any ideas or suggestions offered to the patient by his or her lay consultants -the patient's attempts at self care This need not be a lengthy process. Ifthe patient has not already offered the information, three or four appropriately focused questions may be required. For example: 'What worries you most about this?' 'Have you discussed this with your wife? ... anyone else?' 'Have you tried anything yourself?' 'What do you think we should do about this now?'
The insight gained in addressing these issues will ensure that the patient's goals for the consultation are recognized, will enable the doctor to tailor his or her explanations and reassurances to the individual patient, and will increase the chances of the patient following the doctor's recommendations.
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Towards better psychiatric care in the community The aim that as many mentally ill patients as possible should be treated in the community is not at issue. What has aroused concern, even dismay, is that the closure of psychiatric hospitals has often not been preceded by adequately planned and resourced community services, and that increasing numbers of severely ill psychiatric patients are now found on the streets and in our prisons. The key person to monitor and influence the effects of current changes in policy and practice on individual patients with major psychiatric disorders is the family doctor, and it is well established that most people with minor nervous illnesses never reach psychiatric services at all but are, rightly, looked after by the primary care team.
At least one-fifth of the work of general practice is involved directly or indirectly with psychiatric problems most of which are managed by general practitioners, without referral to specialist psychiatric services. About 8 million out of the 38 million patients who consult their general practitioners each year, will require such help. This is part of normal general practice and GPs have tended to devise their own approaches and methods based on their individual personalities, beliefs, attitudes, training and experience. Despite a growing interest and research investment, largely as a result of seminal work in the departments of Professor Michael Shepherd at the Institute of Psychiatry in London, and of Professor Goldberg in Manchester, we are still uncertain about the best ways of managing these patients, and even whether different forms of management make any real difference to the likely natural outcome.
More research still is needed to pose and answer the questions of what are the common psychiatric disorders seen in general practice and whether they really can be squeezed into current classifications. What treatment is given and with what results will require extensive and elaborate controlled clinical trials, but the efforts and costs will be worth while.
At a joint meeting of the sections of Psychiatry and General Practice on 'The Management of Psychiatric Disorders in the Community' held on 14 March 1989, Dr John Fry reviewed psychiatric disorders as they had occurred in his own practice over 30 years. He stressed the need for 'sense and sensibility' in the application of the varying treatment methods in fashion at different times. Although, as Dr John Horder indicated in the discussion, antidepressants are in a class of their own because of the specificity of their effects, the audience shared Dr Fry's view that long-term support may be more important than aiming for specific cures, at least for that third of truly chronic patients: 'the heart sinkers'.
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